NEW YORK NEUROLOGICAL SOCIETY. 

April 2, 1901. 

The President, Dr. Joseph Collins, in the chair. 

RECURRENT OCULOMOTOR PALSY. 

Dr. William M. Leszynsky presented a woman, twenty- 
nine years of age, whom he had first seen four months ago. 
When six years old she had begun to have attacks of head¬ 
ache confined to the right temporal and supraorbital regions, 
and invariably accompanied by vomiting. The attacks oc¬ 
curred every five or six weeks. At her twelfth year the cus¬ 
tomary paroxysm had been associated with ptosis of the right 
eye, from which she had recovered in two weeks, the mi¬ 
graine continuing to recur as before. The second attack of 
oculomotor paralysis had occurred in her nineteenth year, 
with the same pain and vomiting. There were partial ptosis, 
diplopia and inability to look upward with the right eye. 
She had improved in three weeks, but the eye did not move 
upward as well as before for a few months, and then there 
was complete recovery of motility. The third attack had 
occurred in her twenty-second year, and had been character¬ 
ized by almost complete ptosis, outward deviation of the 
eye, and diplopia. She had been obliged to keep the eye 
covered for three months, but had recovered in about a year. 
The fourth attack had been two and a half years ago, and the 
fifth only three weeks ago. She now complained of the eye 
turning outward, and of her inability to look upward. The 
periodical headaches bore no relation to menstruation. Ex¬ 
amination showed slight drooping of the right upper eye¬ 
lid, paralysis of the superior rectus, and paresis of the infer¬ 
ior and internal recti. The right pupil is 5 mm. in diameter 
and rigid, while the left measures 3.5 mm. and reacts nor¬ 
mally. Vision is normal in both eyes, and the fields and fun¬ 
di are normal. She is anemic and neurasthenic. The family 
history was unimportant, and her ocular condition had prac¬ 
tically remained unchanged since the first examination. The 
speaker said that the most interesting features were the com¬ 
parative rarity of this type of oculomotor palsy and its path¬ 
ology. Only two authentic cases of recurrent oculomotor 
palsy had been studied post-mortem, one by Richter, in 1887, 
and the other by Karplus, in 1895. In the former, a fibro- 
chondroma existed in the course of the nerve trunk at the 
base of the skull, and separated but did not destroy the nerve 
fibers. In the other case, there was a neurofibroma of the 
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motor oculi at the base. In many of the reported cases com¬ 
plete recovery had taken place, but in others the paralysis 
had gradually increased during the intervals, and had ulti¬ 
mately become permanent. Dr. Leszynsky said that he had 
seen four other cases. In the first, there had been complete 
paralysis of the third nerve with a clear history of accom¬ 
panying migraine. Recovery had been spontaneous. 

Dr. B. Sachs said that these cases were extremely rare, though 
he had been fortunate enough to see two in the past six months. 
One had been in a boy of four years who within a year had had two 
distinct attacks of oculomotor paralysis of one eye. He had recov¬ 
ered in a few months from the first attack. The family history was 
entirely negative. He understood that improvement had followed 
the second attack. There had been apparently no migraine here. 

Dr. Leonard Weber said that he had presented a case of this 
kind to the Society twelve or more years ago. The man had oculo¬ 
motor palsy on the right side. He had watched the case for 
a number of years. After about two years there had been only a lit¬ 
tle ptosis remaining. After a course of iodide the man had greatly 
improved, and had ultimately died of pulmonary tuberculosis. 

Dr. B. Onuf said that he had presented such a case to the Socie¬ 
ty one year ago. The patient had since been given iodide of potas¬ 
sium in increasing doses, and had moved to the country. The at¬ 
tacks had become shorter and less severe. He did not believe that 
there was always a lesion of the oculomotor alone. His own case 
was undoubtedly one of migraine. 

Dr. Leszynsky said that a very novel theory had been brought 
forward regarding this paralysis occurring in connection with mi¬ 
graine. It had been assumed that there is an increased vascularity 
of the hemisphere during the attack of migraine, causing a disturb¬ 
ance of the function of the third nerve. 

A CASE OF MALIGNANT TUMOR OF THE SHOULDER 
PERFORATING THE SPINAL CANAL. 

Dr. Leonard Weber read this report, and presented the 
specimen. The subject was a man of thirty-one whom he had 
first seen in 1891. He had presented the usual symptoms of 
a recent syphilis, and had been treated for this with improve¬ 
ment. In 1894 he had returned because of a perichondritis 
of the cartilaginous portion of the nasal septum. At this 
time a small moveable tumor, the size of a cherry, was ob¬ 
served in the right shoulder. This was supposed to be gum¬ 
matous. The tumor diminished under mixed treatment, but a 
small nodule remained. In June, 1900, the man had sought 
relief because of a hard, solid and almost immovable tumor 
of the shoulder, which he said had developed shortly after a 
a blow on the shoulder received one year previously. No ben¬ 
efit had resulted from rapidly increasing doses of iodide or 
from the biniodide of mercury. Three months later a por¬ 
tion of the growth was submitted to microscopical examina- 
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tion, with the result that it was declared by two pathologists 
to be a round-cell sarcoma. An effort had then been made 
to remove the growth, but this had been found impracticable. 
Injections of arsenite of soda and carbolic acid had been giv¬ 
en for a time, but without benefit. On December 3 he had 
been admitted to St. Mark’s Hospital because of a suddenly 
developed paraplegia. Bed-sores soon formed and sepsis de¬ 
veloped, and he died on February n, 1901, from exhaustion. 
The tumor and a portion of the spinal cord were removed 
post-mortem. The tumor was found to lead into the spinal 
canal. The cord symptoms in this case were due to hemor¬ 
rhage and degenerative myelitis. Dr. Weber thought that the 
little tumor first felt in the shoulder was specific, and added 
that the case emphasised the desirability of removing appar¬ 
ently innocent tumors at an early stage. 

A CASE OF CEREBELLAR APOPLEXY WITH AUTOPSY. 

Dr. Weber also made this report. The patient was a man, 
twenty-nine years old, living amid the most unsanitary sur¬ 
roundings. The urine had a specific gravity of 1024, and con¬ 
tained a slight trace of albumin and some hyaline and gran¬ 
ular casts. There was no history of syphilis. He had been 
sick for about two months before coming under observa¬ 
tion on September 11. There was constant headache, but 
no sensory or motor disturbances. The diagnosis seemed 
to lie between tumor, hemorrhage and abscess of the cere¬ 
bellum. On account of the length of time that he had been 
sick abscess seemed to be more probable than hemorrhage. 
He died in a few days, and at the autopsy the entire venous 
system was found engorged with blood. There was marked 
hypertrophy of the left side of the heart; no endarteritis of 
the arch of the aorta; both kidneys were slightly enlarged, 
the cortex showing proliferation of connective tissue in patch¬ 
es, and presenting the gross appearance of interstitial ne¬ 
phritis. No opportunity was given for microscopical exam¬ 
ination. In the substance of the right cerebellar hemisphere 
was an accumulation of both recent and old coagula,,and the 
apoplectic focus had ruptured into the fourth ventricle. Dr. 
Weber had seen one case of cerebellar apoplexy in a girl of 
twenty-five years, who had an unsuspected and untreated sy¬ 
philis. 

A TUMOR OF THE OPTIC THALAMUS. 

Dr. Joseph Fraenkel presented this specimen, which had 
been taken from a person whom he had shown to the Society 
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in January, 1898. At that time the boy had had the cardinal 
symptoms of brain tumor, and a paralysis of the face which 
was very marked when there was any emotional disturbance. 
There had been no hemianopsia. The boy had been dis¬ 
charged from the Montefiore Home, and had done fairly well 
for two years and a half. When readmitted, there had been 
very nearly the same symptoms as before, and in addition a 
much more marked unsteadiness of gait and a disposition to 
fall to the right side. Dr.Fraenkel said that he had been led to 
think it possible that the tumor was after all situated in the 
cerebellum. On removing the brain at autopsy, a very old 
cyst was found in the fourth ventricle, the exact nature of 
which had not yet been determined. There was also a large 
tumor occupying the right optic thalamus. 

SPINAL CORD SHOWING RESULT OF FRACTURE DISLO¬ 
CATION OF THE CERVICAL SPINE. 

Dr. Edward D. Fisher reported this case and presented 
the specimen. The patient was an acrobat, twenty years of 
age. While turning a somersault from the shoulders of a 
companion he had fallen a distance of about five feet and 
struck on his head. He was instantly paralyzed. When seen 
by the speaker that evening there had been complete anes¬ 
thesia from below the nipple extending down the arms to the 
armpit, and on the inner side of the arm and forearm, and 
taking in the ring and little fingers. There was complete loss 
of motion and paralysis of the bladder and rectum. The re¬ 
flexes, superficial and deep, had been completely lost. Per¬ 
mission could not be obtained for operation until three days 
later, and in the meantime there had been a temperature 
range of 104° to 105° F. The operation had been done by Dr. 
B. F. Curtis under cocain anesthesia, and the laminae of the 
fifth, sixth and seventh vertebrae removed. No evidence of 
injury to the cord could be discovered. The man died three 
days later. The autopsy had revealed a fracture of the body 
of the seventh vertebra, no subdural hemorrhage, marked 
softening of the cord at the seventh cervical segment. There 
was very little gray matter left in the cord at that level, and 
there was very little evidence of hemorrhage into the cord 
proper. A very prominent symptom had been the extreme 
pain experienced along the course of the nerves. The classi¬ 
cal distribution of the paralysis and the complete loss of the 
reflexes were interesting features. 

Dr. B. Sachs remarked that twenty years ago it had been pointed 
out that a very significant symptom of tumor of the optic thalamus 
was this peculiar facial palsy made visible by emotion. 
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Dr. Leszynsky said that he had seen recently a case of disloca¬ 
tion in the dorsal region with loss of reflexes and paralysis below the 
seat of injury. An operation had been done, but death had follow¬ 
ed. The autopsy had revealed a complete transverse destruction of 
the cord. 

Dr. Fraenkel said that some time ago he had presented a paper 
to the Society on this matter of the reflexes, and had continued 
to give a good deal of attention to this subject. He would assert 
that the skin reflexes are not lost in total destruction of the cross 
section of the cord, and the relation of the tendon reflexes to the 
skin reflexes should enable one to decide whether or not the cord 
has been completely destroyed in this manner. When the compres¬ 
sion of the cord was sufficiently great to interfere functionally with 
conduction upward and downward, the tendon reflexes were lost 
while the plantar reflexes were exaggerated. When, however, there 
was structural disease of the entire cross section of the cord, the 
plantar reflexes were also lost. This he considered a valuable point 
in the differential diagnosis. He had reported two cases with au¬ 
topsies in which there had been loss of reflexes without total aboli¬ 
tion of the conduction in the cord. 

Dr. Leszynsky said that in the case he had just referred to all 
forms of reflexes had been abolished, both superficial and deep. 

Dr. Fisher said that both the superficial and deep reflexes had 
been absent in his case, and it was because of this that he had in¬ 
ferred that there was complete destruction of the cord. The oper¬ 
ation had been undertaken to relieve the intense pain. 


BRAIN FROM A CASE OF' EPILEPSY OPERATED UPON. 

Dr. H. L. Winter exhibited this specimen, which had been 
taken from a child of seven years. All of the head measure¬ 
ments were small; there was no paralysis of any of the mus¬ 
cles. The child was imbecile and had epileptoid seizures 
which appeared to be general. Dr. Stewart had operated upon 
the child at Bellevue Hospital. On reaching the brain a 
large cyst cavity had been found in the left hemisphere. The 
child died seven days later with a high temperature. The 
hemisphere was found to have been nearly destroyed by the 
cyst, and the convolutions were not well marked. The in¬ 
teresting feature was the almost complete destruction of the 
hemisphere without any paralysis. The fibers of the medul¬ 
la were found not to decussate as freely as usual. 


ABSCESS OF THE BRAIN. 

Dr. Joseph Collins presented this specimen. It had been 
impossible to make a localizing diagnosis. The patient was a 
man, twenty-seven years of age, a tailor by occupation. Two 
weeks before admission he had been suddenly seized with se- 
vereandmoreorless paroxysmal headache distributed over the 
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whole head. The pain was almost intolerable for six days, and 
then he became dizzy and had projectile vomiting without nau¬ 
sea. There had been some whistling sound in the right ear. 
When seen by the speaker, four days after coming into the hos¬ 
pital, there was double choked disk, but no hemianopsia. There 
was no leucocytosis, although the hemoglobin percentage 
was 36. Apparently there was no impairment of hearing. 
The knee-jerks were normal. There was no evidence of pal¬ 
sy or of spasm in any part of the body, and no symptoms re¬ 
ferable to the special senses. The patient died four days lat¬ 
er of exhaustion. The autopsy revealed an abscess situated 
in the right hemisphere, and involving particularly the pos¬ 
terior end of the inferior parietal lobe and of the superior 
parietal lobe. The cuneus itself was partly implicated. The 
tit-like extremity of the cuneus, it should be. noted, was en¬ 
tirely intact on the side of the abscess cavity, and if the optic 
radiations were not cut across, it would not be difficult to ex¬ 
plain the absence of hemianopsia. A diagnosis had been 
made of abscess of the right superior parietal convolution. 



